pressure when ketamine was combined with pancuronium, since this relaxant may have a cardiovascular stimulant action. Alloferin appears to minimize the blood pressure rise. We have also found more dreams and hallucinations in women than in men. Droperidol (5 mg) given intravenously at the end of surgery will reduce emergence delirium, while the same dose of diazepam will minimize psychotic reactions. Opiate-hyoscine premedication is very effective in minimizing both the pressure rise and unpleasant sequelk (Dundee et al. 1971) .
In view of its unique properties, emphasis must be placed on the specific indications for ketamine. Everyone is agreed that it is most useful in children and for repeated anesthetics. Experience with cardiac catheterization has been universally favourable. The initial dose of 10 mg/kg given intramuscularly followed by 1 mg/kg intravenously as required is very satisfactory, producing only a transient fall in oxygen tension and avoiding the need for inhalational agents. Blood pressure rise is less than in normal subjects. This does not appear to interfere with diagnostic procedure.
The use of ketamine in obstetrics is proving most interesting, although many more cases require observation before its final place can be evaluated. It must be avoided in eclamptic and hypertensive patients. As an induction agent in Casarean section it has proved most satisfactory. The babies have all breathed well and there have been no psychotic sequele. As the sole agent in forceps delivery, manual removal of placenta or similar procedures, it may prove even more useful. Sequele are minimal, blood loss is not increased, and it is followed by a prolonged period of analgesia when suturing, &c., can be carried out in the conscious patient. 42, 875 Dr P J Horsey (Southampton) asked Professor Dundee if he recommended ketamine for use in babies and small children undergoing EEG, and if 10 mg/kg would be a suitable dose.
Professor Dundee replied that he had used it for this purpose and that it had been satisfactory.
Lieutenant-Colonel T R Austin (Military Hospital, Tidworth) said that he was especially interested in the speakers' comments on the use of ketamine together with muscle relaxants, intubation and IPPV using air or oxygen-enriched air. It was, of course, a method which would recommend itself for military or mass casualty use. He asked the speakers how they judged when an incremental dose of ketamine was necessary when the patient was paralysed, bearing in mind that the usual indication for more ketamine in the non-paralysed subject was movement.
Professor J B Dillon replied that he gave more of the drug when he saw rise in blood pressure and increase in heart rate.
Dr G Szappanyos said that he looked for three signs: tears, a slight rise in blood pressure and an increase in pulse rate. Dr S M Laird (St Lawrence Hospital, Chepstow) said that they had been using ketamine as an anmsthetic for burns surgery for the past eight months in over 100 operations. The great advantage of ketamine in burns surgery was that its cardiovascular stimulant action protected the patient from possible hypotension as his position was changed on the operating table during a skingrafting procedure. Also, the surgeon was not hindered by anasthetic tubing when operating on the head and neck.
At the Welsh Plastic Surgery and Burns Unit they used an 01 % intravenous infusion of ketamine in adults and older children, with an initial dose of 2 mg/kg body weight. Younger children were anasthetized by intermittent intramuscular injection, with an initial dose of 4 mg/kg. The most important adverse reaction had been unpleasant emergence in adults. This complication had not occurred in children. It was well known that many patients dreamed while anaesthetized, but the dreams experienced following anasthesia with ketamine were often so unpleasant that the patients said they would rather not have the drug again. Dr Laird felt that the importance of this reaction must not be minimized, but that anaesthetists should seek to abolish it by premedication and postoperative sedation so that this valuable drug did not fall into disuse.
Random movements had also occurred in adults, particularly in epileptic patients. These movements could be controlled by administration of 50 % nitrous oxide and oxygen.
Dr Laird and his colleagues also used ketamine as an anasthetic for removal of sutures following repair of hare lip and cleft palate. Conventional anaesthesia was rarelyjustifiable for this procedure and sedation was usually inadequate. Ketamine anaesthesia had proved so successful in this application that the surgeons had modified their technique by using nonabsorbable sutures in the floor of the nose and inside the mouthsituations where they had previously used catgut.
